Purpose 1) To compare levels of emotional symptoms and health-related quality of life between patients with heart failure and their family caregivers; and 2) to examine whether patients' and caregivers' emotional symptoms were associated with their own, as well as their partner's health-related quality of life.
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Introduction
Heart failure is a progressive condition characterized by frequent hospitalisations and significant morbidity and mortality [1] [2] [3] . Heart failure has a prevalence of 1-2% in developed countries which increases with age [3] . Patients with heart failure report psychological distress and reduced quality of life (QoL) [4] [5] [6] , related to symptom burden, episodes of decompensation and prolonged hospital admissions [7] [8] . Patient anxiety and depression are common psychological problems in heart failure [9] [10] , with anxiety prevalence ranging from 6% to 72% [11] , and depression prevalence ranging from 9% to 60% [12] . Greater psychological distress has been reported to be associated with poor health outcomes and poor self-care in patients with heart failure [13] [14] [15] [16] [17] [18] .
Caregivers' health and emotional well-being can be negatively affected when patients have heart failure [13, [19] [20] [21] [22] [23] [24] . When caregivers are over-burdened or depressed, patients have more than a two times increased risk of hospitalization and mortality [25] . Higher caregiver strain is associated with greater patient symptoms and lower patient QoL [25] [26] [27] . Being supported by a caregiver is important and can improve patient outcomes, including their ability to perform self-care [13, 20, [28] [29] [30] . It is therefore essential to recognise emotional distress in caregivers and to offer appropriate support [20, 21, 26] .
Caregivers of patients with depressive symptoms have higher levels of caregiver burden and report worse mental-health related QoL [23] . Caregiver burden may also negatively influence the patient and caregiver relationship [13, 31] , as a consequence of poor communication, causing tensions and distress among couples [32] [33] [34] . Good relationship quality has been shown to be positively associated with caregiver benefit and negatively associated with caregiver burden [31, 35] . Although research has examined patient and caregiver relationships in heart failure [13, 34] , and health-related QoL in patient-caregiver dyads [13, 19, 28, 30] , relatively few studies have examined emotional symptoms and health-related QoL in heart failure patient and caregiver dyads [14, 19, 36] . Only one study was found that examined anxiety and depression in patient-caregiver dyads, using dyadic regression to determine how one person's emotional symptoms impact on their own and their partners health-related QoL [37] .
Similar to Chung et al. [37] , depressive symptoms and anxiety were assessed using the BSI and health-related QoL was assessed using the MLHFQ, and dyadic data were analysed using the APIM with distinguishable dyad regression. Our research differed from the US study by Chung et al. [37] in that we recruited a UK sample of heart failure patients and their caregivers and we examined other emotional symptoms, in addition to depression and anxiety. This study extends the body of knowledge on the actor and partner effects of emotional symptoms on health-related QoL of heart failure patient-caregiver dyads, using the APIM. Previous research has mostly involved a single assessment of either patient or caregiver outcomes [4, 8, 10, 11, 14, 19, 21, 26, 38, 39] . Such an individualized approach ignores the interdependency of beliefs or behaviours within the patient and caregiver relationship [40] .
Because both patients and caregivers are affected by the patients' health status, interactions in patient-caregiver dyads are inevitable. The relationship between patient and caregiver is non-independent. The Actor-Partner Interdependence Model (APIM), based on Interdependence theory, allows investigators to examine the inter-relatedness of variables in dyads [41] . It provides insights into dyadic interactions by taking both the individual and caregiver contribution into account in a single regression model. In the APIM, the association between a predictor (independent variable) and outcome (dependent variable) for members of a dyad is composed of two distinct parts: the actor effect is the impact of a person's own predictor variable on his or her outcome. The partner effect is the impact of a person's predictor variable on his/her dyadic partner's outcome [41] [42] [43] . This study aimed: 1) to compare levels of emotional symptoms and health-related QoL between patients with heart failure and their family caregivers; and 2) to examine whether patients' and caregivers' emotional symptoms were associated with their own, as well as their caregiver's health-related QoL. Based on previous literature we hypothesise that caregivers would have worse health-related QoL compared to patients [36, 37] , and greater emotional distress [21, 37] . Also, that caregivers' emotional symptoms would impact on their own, and their partner's (i.e. the patient's) health-related QoL.
Method

Study design
This was a cross-sectional study of patients with heart failure and their family caregivers recruited from two community-based heart failure services in Scotland.
Setting and participants
Data were collected using a convenience sampling method between 2014 and 2015. Eligible patients were aged 40 years or over. The patients had a confirmed medical diagnosis of chronic heart failure for at least 3 months and they were stable (i.e. outpatients), on stable doses of heart failure medication. Spouses and partners (hereafter referred to as family caregivers or caregivers) were recruited providing they lived in the same household as the patient and were identified by them as their primary carer. Both patients and caregivers were excluded if there were any major co-morbidities, such as stroke or cancer, or psychological or communication limitations likely to affect their ability to consent. 
Ethical considerations
Procedure
Patients and their caregivers were recruited on their visit to the heart failure clinic. Study information and consent forms were distributed by the heart failure nurse specialists, in accordance with the inclusion and exclusion criteria. The patient-caregiver pairs (i.e. dyads) were informed of the aims of the study and of the right to withdraw from participation, and they were assured of confidentiality and anonymity. After receipt of the signed consent forms the researcher posted questionnaire packs to the participant's home address or provided a link to the Bristol on-line survey for completion, depending on their preference. The dyads were asked to complete the questionnaires without discussing answers with each other. Completed questionnaires were returned to the researcher by post or email. A reminder letter was sent after 2 weeks. its treatment on the individual's QoL [74] . Respondents rated items on a six-point Likert scale from 0 (no effect) to 5 (very much), which were summed to obtain a total score ranging from 0 to 105, with higher scores indicating poorer health-related QoL. The unidimensionality of the MLHFQ (total score) has been supported in research [75] , and internal reliability in studies of heart failure patients [36, 38, 39, 71, [76] [77] [78] [79] , and patient-caregiver dyads [37] .
Slight modification was made to the MLHFQ to fit the context relevant to caregivers [37] . This involved rewording of the introduction for caregivers to indicate to them how to answer the questions appropriately for themselves and not the patient. Another two items were modified to fit in caregiver's view; item 16 'giving you side effects from medications?' was replaced with 'giving you less time to take care of your own physical health?' and Item 17 'making you feel you are a burden to your family or friends?' was replaced to 'feeling burdened by your family member?' In previous studies, the internal consistency of the MLHFQ has been demonstrated with Cronbach's alpha of 0.93 for patients and 0.95 for caregivers [37] . In the present study, the Cronbach's alpha was 0.94 for patients and 0.96 for caregivers.
Sociodemographic and clinical characteristics. Data on age, gender, employment status and education were collected by questionnaire. Occupation was identified in accordance with the National Statistics Office [79]. Social deprivation was identified using an index that takes account of income and residential postcode [80] , with categories ranging from 1 (most affluent) to 7 (most deprived). Left ventricular ejection fraction (LVEF), aetiology, co-morbidity, i.e. hypertension, diabetes, depression and current medications use were identified from patients' clinical records.
Statistical analysis
Comparison of socio-demographics, emotional symptoms and health-related QoL between patients and caregivers were computed using paired sample t-tests, or chi-square statistics. Spearman's Rank correlation coefficient was used to identify the relationship between each of the 9 BSI dimensions and health-related QoL. When the BSI items were very strongly intercorrelated with each other (i.e. > 0.8) they were omitted from further (i.e. dyadic) analysis as they were deemed to be too closely related constructs. The Actor-Partner Interdependence Model (APIM) regression for distinguishable dyads was used to examine the impact of patients' and caregivers' emotional symptoms (independent variables) on their own, as well as their partner's health-related QoL (dependent variable) [41, 43] . The actor effect is the effect of an individual's characteristics (i.e., emotional symptoms) on their own health-related QoL. The partner effect refers to the effect of an individual's characteristics (i.e., emotional Table 1 . Comparison of internal consistencies for the 9 symptom dimensions of the BSI.
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Internal consistency (α) symptoms) on their partner's health-related QoL [41] [42] . We used the online app developed by Stas et al. [81] , 'which automatically performs the statistical analyses associated with the APIM, using lavaan. Because structural equation model (SEM) techniques are used to fit the APIM, the app is called APIM_SEM' [p.103]. Separate APIM models were computed; health-related QoL was regressed for each of the dimensions of the BSI, as appropriate; with p < 0.05 indicating statistical significance.
Symptom dimension
Results
Characteristics of the participants
Out of the 53 patients who consented to participate in the study on their visit to the heart failure clinic, 6 were eliminated because they did not have a caregiver, or the caregiver did not consent to participate in the study. Six patient-caregiver dyads consented to participate but failed to return the questionnaires. The data analysis was based on 41 patient-caregiver dyads. The socio-demographics, clinical history, emotional symptoms and health-related QoL of the participants are presented in Table 2 . Most patients were men (78%) and most caregivers were women (83%), which is often typical in studies of patients and caregivers [82] . Patients mean age was 68.6 years (SD = 10.8) and caregivers mean age was 65.8 years (SD = 10.6). Half of the patients were in NYHA class I or II; and 66% had a left ventricular ejection fraction of less than 29%. Only 12% of patients were on antidepressants.
Twenty patients (49%) and 6 caregivers (15%) completed the Bristol on-line survey and 5 patients (12%) and 10 caregivers (24%) completed paper copies of the questionnaires. The instructions/stems included in the questionnaires were replicated at the start of the on-line survey. Our brief evaluation of the on-line survey (five open questions) suggested that it was clear and easy to use and the content clear. The participants who opted to complete the paper copies of the questionnaires had 'none' or 'very limited' computer and internet skills.
Comparisons of emotional symptoms and health-related quality of life between patients and caregivers
There were no statistically significant differences between the patients' and caregivers' emotional symptoms, except for somatisation (Table 3) . Patients had higher scores for somatization (1.02 vs. 0.56, p = 0.017), indicating their greater distress arising from perspectives of bodily dysfunction. Health-related QoL were not statistically significantly different between the patients and caregivers (38.27 vs 30.34, p = 0.1) ( Table 3 ). Table 4 shows the relationship between each of the 9 BSI dimensions and health-related QoL. Patient hostility was moderately negatively correlated with their own health-related QoL. Several caregivers' emotional symptoms were weakly positively correlated with the patients' health-related QoL. Caregivers' health-related QoL was moderately positively correlated with several of their own BSI dimensions. Somatisation, interpersonal sensitivity and psychoticism were very strongly intercorrelated (i.e. > 0.8) with other BSI items, indicating they were closely related constructs. Table 4 shows additional information on the intercorrelations between the variables.
Correlations among the BSI dimensions and health-related quality of life
Impact of emotional distress on health-related quality of life
Based on the results of the correlations dyadic analysis using the APIM was conducted for 6 emotional symptom dimensions (i.e. obsession-compulsion, depression, anxiety, hostility, phobic anxiety and paranoid ideation) and health-related QoL. Somatisation, interpersonal sensitivity and psychoticism they were omitted from the dyadic analysis as they were very strongly intercorrelated with other BSI items ( Table 5 ). The results for the 6 emotional distress dimensions (BSI) and health-related QoL are presented in Table 5 . Emotional distress in patients with heart failure and their family caregivers Among the 6 emotional symptoms, there were 5 statistically significant actor effects of emotional symptoms on health-related QoL of patients, indicating those who reported higher levels of emotional distress (anxiety, phobic anxiety, paranoid ideation, obsession-compulsion and depression) had poorer health-related QoL (higher scores on the MLHFQ indicate worse health-related QoL). For caregivers, among the 6 emotional symptoms, there were statistically significant actor effects of all emotional symptoms on health-related QoL, indicating caregivers who reported higher levels of emotional distress (anxiety, phobic anxiety, paranoid ideation, obsession-compulsion, depression and hostility) had poorer health-related QoL.
There were statistically significant partner effects of caregivers' emotional symptoms on the health related QoL of patients ( Table 5 ). In contrast, there were no statistically significant partner effects of patients' emotional symptoms on the health-related QoL of caregivers, although there was a trend for hostility (p = 0.051). This indicated that patient's greater hostility (i.e., negative affect state of anger) may negatively influence the caregiver's health-related Qol. Among caregivers' emotional symptoms, there were 5 statistically significant partner effects. The caregiver's anxiety, phobic anxiety, obsession-compulsion, depression and hostility negatively influenced their partner's (i.e. patient's) health-related Qol. Caregivers' higher levels of these emotional symptoms were associated with the patients' poorer health-related QoL. 
Discussion
This is the first study to apply a different analysis method with the aim of understanding relationships between patient and caregiver symptoms of psychopathology and distress. Similar to Chung et al. [37] , depressive symptoms and anxiety were assessed using the BSI and health-related QoL was assessed using the MLHFQ. In the same way, dyadic data were analysed using the APIM, with distinguishable dyad regression. Our research differed from the US study by Chung et al. [37] , in that we recruited a UK sample of heart failure patients and their caregivers and we examined additional emotional symptoms besides depression and anxiety. This study extends the body of knowledge on the actor and partner effects of emotional symptoms on health-related QoL of heart failure patient-caregiver dyads, using the APIM. Previous research into emotional symptoms and health-related QoL have often been examined in patients and caregivers separately [63, 83] , or investigators have used a different type of statistical analysis in examining the patient-caregiver dyads [14, 19, 36] . Both patients with heart failure and their caregivers experienced substantial emotional distress. This high prevalence of emotional distress is consistent with other studies' findings [4, 5, 9, 10, 19] . Analysis of all 9 BSI sub-scales revealed the patients' and caregivers' scores were not statistically significantly different, except for somatisation (i.e., greater distress arising from perspectives of bodily dysfunction), which was not unexpectedly higher in patients. This finding is consistent with earlier studies that found patient and caregiver congruence in mental health and wellbeing [34, 84, 85] . Compared to previous research [46, 47] , the patients' somatisation and obsession-compulsion scores were high, indicating greater emotional distress arising from perspectives of bodily dysfunction, and thoughts, impulses and actions that were unremitting and irresistible. The other sub-dimensions of the BSI also scored highly when compared to British community norms [46, 47] , and US individuals (non-patients) [45] .
Both patients with heart failure and their caregivers experienced similar levels of depressive symptoms and anxiety, which is comparable with other studies findings [4, 8, 11, 12, 19, 37, 63, 86] . Our results differ from some prior research [87] , but concur with a previous study finding that suggest both patients and caregivers have similar depressive symptoms [88] . Our patients' anxiety scores were lower than those found in previous studies [4, 10, 11, 63] , but caregivers' anxiety scores were higher [21, 37] . With respect to prevalence figures, 20 patients Emotional distress in patients with heart failure and their family caregivers (48.7%) in this study reported depressive symptoms and 16 patients (39.0%) experienced anxiety. It is difficult to compare these figures because those cited in the literature are wide ranging. For example, Rutledge et al. [12] identify patient depression prevalence figures as ranging from 9% to 60%, and Easton et al (11] report anxiety prevalence figures ranging from 6.3% to 72.3%.
It is also known that 23 to 47% of caregivers of patients with heart failure experience mild to moderate depressive symptoms [87, 88] , and 45% of caregivers of patients with end-stage heart failure had depression, and as many as 50% of caregivers are anxious [73] . Our findings are consistent with previous research in identifying a significant a number of caregivers of heart failure patients experience depressive symptoms i.e. 17 (41.4%) caregivers had depression and 17 (41.4%) caregivers had anxiety levels that exceed those reported in healthy populations [44, 45] .
Overall, the non-significant results for differences in depressive symptoms and anxiety between the patients and caregivers suggest the emotional aspects of dealing with heart failure may affect the caregivers as much as their partners who have the illness [37] . One explanation for this similarity may lie with its links to the theory of emotional contagion which suggests that emotions are easily transferred to another person when two individuals are in an intimate interpersonal relationship [89, 90] .
We found that patients with heart failure and their caregivers' health-related QoL (MLHFQ) scores were not statistically significantly different. The results for patients are consistent with prior research [37, 38] , but contrary to some other studies that found higher scores on the MLHFQ [4, 36, 39] , indicating poorer health-related QoL. Our caregivers scores were low compared to prior research [13, 36] , indicating better health-related QoL. Overall, our results are in broad agreement with Chung et al. [37] , revealing poorer health-related QoL in both patients and caregivers. To date, few studies have reported on caregivers' health-related QoL, as measured by the MLHFQ.
In this dyadic analysis, the patients' and caregivers' emotional symptoms mostly influenced their own health-related QoL (i.e. actor effects). Our findings are consistent with Chung et al. [37] who found that depressive symptoms and anxiety exhibited both patient and caregiver actor effects on health-related QoL. Other studies have identified that patients' emotional symptoms were related to their own poorer health-related QoL [6, 10, 19, 38] . Similarly, caregivers' emotional symptoms have been linked to their poorer health outcomes [13, 19, 21, 24, 87, 91] .
In addition, the dyadic analysis revealed important partner effects of emotional symptoms on the health-related QoL of patients. The caregiver's anxiety, phobic anxiety, obsession-compulsion, depression and hostility negatively influenced their partner's (i.e. the patient's) healthrelated Qol. Our findings are consistent with Chung et al. [37] who identified that caregiver's anxiety and depression had a partner effect on the patient's health-related QoL, influencing it in a negative way. No previous APIM studies were identified for comparison of the results for phobic anxiety, obsession-compulsion and hostility. Previous research has highlighted that higher caregiver strain is associated with greater patient symptoms and lower patient QoL [25] [26] [27] . Other studies have found that if the caregiver is emotionally distressed this can affect their ability to support the patient [21, 32, 87, 88] , including their ability to perform self-care [13, 20, 29] . Further, Retrum et al. [34] identified that much of the tension and distress among dyads relates to conflicting views about how emotions should be dealt with or expressed. Several studies have reported on the health consequences of partner distress in coping with heart failure [21, 22, 24, 92] . With respect to paranoid ideation there was no statistically significant dyadic effect i.e. the caregiver's paranoid ideation did not impact their partner's (i.e. the patient's) health-related QoL. Possible explanations for this may be that paranoid ideation (i.e. projective thoughts, hostility, suspiciousness) is more to do with the patient themselves and reflective of more malignant emotional symptoms. Caregivers may be less likely to experience this emotional symptom and so not exhibit a partner effect on the health-related QoL of patients.
The dyadic analysis revealed no statistically significant partner effects of the patient's emotional symptoms on the health-related QoL of caregivers. Patient's emotional symptoms did not appear to significantly influence their partner's (i.e. caregiver's) health-related QoL. Our findings are consistent with Chung et al. [37] who found patients' depressive symptoms and anxiety did not impact caregivers' health-related QoL. There was a trend in the study for patient's greater hostility (i.e., negative affect state of anger) to negatively influence the caregiver's health-related QoL. No dyadic studies were found for comparison of our result although Moser et al. [83] , identified that most patients with heart disease, including those with heart failure have depressive symptoms and that about 40% of these experience anxiety; and hostility was apparent in about half of these patients.
In summary, this study found the substantial impact of caregivers' emotional symptoms such as anxiety, phobic anxiety, obsession-compulsion, depression and hostility on the healthrelated QoL of patients. This suggests that patients may be particularly vulnerable to the emotional distress i.e. thoughts, impulses and actions of their caregivers. This study extends previous research by demonstrating the effects of other caregivers' emotional symptoms (apart from anxiety, depression and hostility) on the health-related QoL of patients with heart failure [37, 87, 88, 91] . However, no relationship effect of emotional symptoms (i.e. from patient to caregiver) was apparent. The emotional symptoms were examined using an appropriate method of analysis that recognises the non-independence of patient and caregiver data.
Study limitations
There were limitations to this study. Firstly, this was a relatively small sample of patients and caregivers recruited from two centres. We have no information on the response rate, which could give rise to selection bias. Nevertheless, the study aimed to be representative of the wider UK heart failure population as patients were selected from a standard heart failure nurse led service. Study information and consent forms were distributed by the heart failure specialists in accordance with the inclusion and exclusion criteria. Although the average age of participants was lower than one might expect, older patients were less likely to have a dyadic caregiver. Secondly, length of marriage or cohabitation and marital quality of the respondents were not known and knowledge of these could be used to improve the model. Finally, the data were cross-sectional which meant that the direction of causality of associations could not be determined.
Implications for practice
There are several implications resulting from the findings of this study. Firstly, to improve heart failure patients' health-related QoL emotional symptoms should be routinely assessed in both patients and caregivers. Secondly, it is important to decipher which emotional symptoms have more influence on caregiver outcomes and to target these appropriately. Thirdly, intervention formats should be expanded to include caregivers and to address their thoughts, fears and behaviours. Many current interventions focus on improving depressive symptoms/anxiety and quality of life only for patients [93, 94] . To date, few intervention studies in heart failure patient-caregiver dyads have been tested [7, 14] . Further research is needed to explore the complexity of interpersonal relationships and dyadic effects in heart failure. Research which includes covariates in the model, i.e. age, gender, occupation, length of partnership could lead to a deeper insight. Research is also needed evaluating the relationship of emotional symptoms and health-related QoL over time, using the APIM.
Conclusions
This study found no statistically significant differences in the levels of emotional symptoms and health-related QoL between heart failure patients and their caregivers. The study provides valuable insights regarding the actor effects of the individual (i.e. patients and caregivers) emotional symptoms on their own health-related QoL. It identifies the partner effects of caregiver's emotional symptoms i.e. anxiety, phobic anxiety obsession-compulsion, depression and hostility on their partner's (i.e. the patient's) health-related QoL. This suggests the patient may be particularly vulnerable to the emotional distress i.e. thoughts, impulses and actions of their caregiver. If the caregiver is emotionally distressed this can affect their ability to support the patient. It may be possible to improve patients' health-related QoL by targeting specific detrimental emotional symptoms of caregivers.
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